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Abstract
Smigelsky, Melissa A. Ph.D. The University of Memphis. August 2018. Exploring the
emerging construct of moral injury among veterans seeking trauma recovery services. Major
Professor: Robert A. Neimeyer, Ph.D.
Theoretical support for the moral injury construct is mounting, yet empirical support has lagged
behind. A conceptual model has been proposed, but studies have not yet explored the
constellation of symptoms within treatment-seeking Veterans. Veterans (N = 212) seeking
trauma recovery services completed measures of potential moral injury symptoms that
functioned as indicators in latent profile analyses. Differences in exposure to potentially morally
injurious experiences were compared across profiles. Three profiles emerged that varied by
symptom severity, levels of trauma-related guilt, and levels of dispositional forgiveness.
Exposure to potentially morally injurious experiences predicted membership in a class consistent
with proposed moral injury symptomatology. Person-centered approaches are useful for
identifying a distinct group of Veterans whose trauma recovery may benefit from specifically
targeting moral emotions, consistent with the emerging construct of moral injury.
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Exploring the Emerging Construct of Moral Injury Among Veterans Seeking
Trauma Recovery Services
The ordinary response to atrocities is to banish them from consciousness. Certain
violations of the social compact are too terrible to utter aloud: this is the meaning
of the word unspeakable. Atrocities, however, refuse to be buried. Equally as
powerful as the desire to deny atrocities is the conviction that denial does not
work. Folk wisdom is filled with ghosts who refuse to rest in their graves until
their stories are told. Murder will out. Remembering and telling the truth about
terrible events are prerequisites both for the restoration of the social order and for
the healing of individual victims.
-Judith Herman, Trauma & Recovery
In recent years, research on trauma has expanded to include moral injury (MI), a
construct that was first emphasized by Jonathan Shay (Shay, 1991, 1994; Shay & Munroe, 1999),
and later by Brett Litz and colleagues, who put forth the first conceptual model of MI in 2009
(Litz et al., 2009). While further theoretical development is needed (Frankfurt & Frazier, 2016),
empirical investigation has lagged beyond the burgeoning theory. The definition and
conceptualization of MI continues to evolve, yet there is consensus that MI refers to a
constellation of symptoms that stem from disruption of deeply held beliefs or values (Blinka &
Harris, 2016; Farnsworth, Drescher, Nieuwsma, Walser, & Currier, 2014; Harris, Park, Currier,
Usset, & Voecks, 2015; Worthington & Langberg, 2012). Importantly, this construct is closely
related to yet uniquely distinct from PTSD.
Defining Moral Injury
Litz and colleagues (2009) stress the imperative that mental health providers attend to the
impact of moral and ethical conflicts that fall outside the scope of current conceptualizations of
PTSD (i.e., fear-based threats to life or safety). Their model begins with what they call
potentially morally injurious experiences (pMIEs), defined as: “Perpetrating, failing to prevent,
bearing witness to, or learning about acts that transgress deeply held moral beliefs and
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expectations” (p. 700). They assert that MI develops in response to a transgression that is in
opposition to a person’s expectations, that constitutes an incongruity between their values and
their experience, and that produces internal conflict or dissonance. Attributional style is believed
to impact whether the dissonance is resolved or maintained. Attributions that are global,
internal, and stable are more likely to lead to an enduring belief that the person, rather than their
action (or inaction), is unforgiveable. More than just a state of dissonance, MI constitutes loss of
trust in others’ and/or one’s own ability to do what is “right” (Nash & Litz, 2013).
Most of the current research on MI is conceptual in nature, with few empirical studies todate. The empirical studies that have been conducted have focused broadly on qualitative
examination of the experience of MI and quantitative instrument development (Haight, Sugrue,
Calhoun, & Black, 2016). One of the earliest qualitative studies came from Drescher and
colleagues (2011), who interviewed 23 health and religious professionals to determine the
usefulness and adequacy of the construct of MI. The working definition of MI for the purpose of
their study was, “disruption in an individual’s confidence and expectations about one’s own or
others’ motivation or capacity to behave in a just and ethical manner. This injury is brought
about by bearing witness to perceived immoral acts, failure to stop such actions, or perpetration
of immoral acts, in particular actions that are inhumane, cruel, depraved, or violent, bringing
about pain, suffering, or death of others” (emphasis added). This definition is consistent with
the dominant conceptualization (Litz et al., 2009), with added particularity about the nature of
the actions (e.g., inhumane, depraved, violent). MI, as conceptualized by these authors, is both
an act (or identifiable failure to act) and an outcome (i.e., dissonance and disruption).
Stein and colleagues (2012) furthered the discussion of MI by drawing attention to the
need to distinguish between PTSD and MI, which they did by interviewing 122 active duty
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service members and categorizing the type of traumatic events they experienced (i.e., Life Threat
to Self/Others, Aftermath of Violence, Traumatic Loss, and Moral Injury by Self/Others). Their
observations derived from the assumption that military trauma extends beyond the fear-based
threat to life or safety that has traditionally been the focus of PTSD treatment, and that it includes
moral conflicts as well. Consideration of this led them to propose the importance of
distinguishing two specific categories of MI. They defined the first, Moral Injury by Self, as
“committing (or nearly committing) an act that is perceived to be a gross violation of moral or
ethical standards” (e.g., killing or injuring others, rape, atrocities). Moral Injury by Others, the
second important category, was defined as “witnessing or being the victim of an act that is
perceived to be a gross violation of moral or ethical standards (e.g., killing or injuring of
civilians, rape, atrocities, betrayal). Events can also be indirectly experienced if they are directly
relevant to the individual.” The authors’ use of the term “moral injury” refers specifically to acts
committed, nearly committed, witnessed, or experienced. However, categorizing an event as a
moral injury by self or other does not necessarily mean that a moral injury (i.e., a state of
dissonance in the aftermath) ensued. These researchers went on to test whether each exposure
category was correlated with emotional responses and symptoms, which is an attempt to address
this question; outcomes will be reported in a later section.
Vargas and colleagues (2013) extended the work begun by Drescher and colleagues
(2011) by examining narrative responses to questions from the National Vietnam Veterans’
Readjustment Study that focused on the lingering impact of combat for themes reflective of MI.
Their investigation served both to further validate the themes identified by Drescher and
colleagues and also to examine the relationship between proposed symptoms of MI and pMIEs
(similar to the work of Stein et al., 2012). Vargas and colleagues (2013) stated, “A moral injury
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can occur when an individual experiences internal conflict stemming from involvement in acts
that violate deeply held moral and ethical standards.” This definition does not specify the role of
the individual as perpetrator or victim, nor does it dictate what constitutes such an event.
Frankfurt and Frazier (2016) critiqued the use of the terms “morally injurious
experiences” and “moral injury” as confounding because the latter in particular is used
interchangeably as both a transgressive act (of commission or omission) as well as an outcome of
that event. They cautioned that assumptions about the impact, or lack of impact, of pMIEs might
be harmful. For example, if moral injury is considered a normative and expected response
evidencing a healthy conscience, then the implications for those who do not develop MI may
include unintentional harm, such as stigma (Frankfurt & Frazier, 2016; Litz et al., 2009). This
critique highlights the importance of distinguishing precisely what is being measured and
discussed when using the terms moral injury and potentially morally injurious experiences.
Given the subtle variability in MI conceptualization across studies, and the limited
empirical support for any one conceptualization over another, the present study utilizes the
following framework for conceptualizing MI and its development: A necessary but not sufficient
condition for the development of MI is a transgression of deeply held beliefs or values, whether
by oneself or a trusted other, through action or inaction. For MI to develop, this transgression
must produce a profoundly uncomfortable dissonance within the person in the aftermath. This
dissonance is rooted in a fundamental loss of trust in oneself and/or others and manifests in
various behavioral, psychological, spiritual, emotional, and social consequences.
Assessing Transgressions
In order for MI to develop, a transgression must occur. The first question posed by Litz
and colleagues (2009) in their conceptualization of MI was to consider what might be potentially
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morally injurious in war. Given the unique landscape of modern warfare (particularly Iraq)
compared to previous wars (Hoge et al., 2004), this was a logical place to start. From the outset,
they asserted that, “an exclusive focus on depraved acts of commission greatly confines the
discourse— it is counterproductive to assume that atrocities and gratuitous killing are the only
potentially morally injurious experiences in war” (Litz et al., 2009, p. 705). Despite this
assertion, and perhaps because depraved acts of commission seem to be more common in the
recent conflicts in Iraq and Afghanistan (Mental Health Advisory Team [MHAT-V], 2008), the
discourse has been artificially narrowed toward atrocities and killing (and other acts of
perpetration), which have received comparatively more research attention (e.g., Maguen, Luxton,
et al., 2011; Maguen et al., 2012). Fortunately, some researchers also heeded the caution in their
development of assessment instruments by including pMIEs outside the scope of atrocities and
killing. Yet even those efforts, which will be described below, paint a picture of what might be
considered potentially morally injurious that is perhaps too narrow still. Sreenivasan and
colleagues (2014) suggest that struggles can arise from such sources as the conflict between
military values and civilian experiences (e.g., courage and fear) or the innate drive to protect
oneself versus the valor associated with bravery at the risk of one’s life. While these examples
are not atrocious in nature, the impact of the conflict between one’s desired actions and one’s
actual actions may lead to MI.
Two measures have been developed to assess the incidence of potentially morally
injurious experiences: the Moral Injury Events Scale (MIES; Nash et al., 2013) and the Moral
Injury Questionnaire – Military version (MIQ-M; Currier, Holland, Drescher, & Foy, 2013). The
MIES was developed out of recognition that some individuals develop PTSD symptoms without
meeting the DSM-IV-TR A1 criterion of “an event or events that involve actual or threatened

5

death or serious injury, or a threat to the physical integrity of others.” While the DSM-5 has
amended that criterion to be more inclusive, the development of the MIES also specifically
assesses exposure to events that are traumatic because they violate deeply held moral beliefs and
values. In keeping with Litz et al.’s (2009) definition of MI, the resulting measure has 9 items
that load onto two factors: perceived transgressions and perceived betrayals. The items are nonspecific about the nature of the event, for example, “I saw things that were morally wrong.”
Subsequent evaluation of the MIES found a three-factor solution: Transgressions by Others,
Transgressions by Self, and Betrayal, essentially dividing the original perceived transgressions
factor into two smaller factors; however psychometric concerns also were raised that may limit
the validity of the measure (Bryan et al., 2016).
The MIQ-M (Currier et al., 2013) was developed to assess a more comprehensive range
of pMIEs, specifically to screen for the types of experiences that are theoretically and
empirically expected to increase the likelihood of developing MI. The measure was derived
from the qualitative work of Drescher and colleagues (2011), as well as other available theory
and clinical evidence related to MI. Based on that body of literature, items were derived that
were categorized into six types of events: acts of betrayal, acts of disproportionate violence,
incidents involving death or harm to civilians, violence within ranks, inability to prevent death or
suffering, and ethical dilemmas/moral conflicts. The measure originally contained the
instruction for experiences to be endorsed in the context of war-zone deployment, however
subsequent publications of the measure encourage broader use with less stringent instructions
(e.g., in the broader context of military service) (Currier, 2016).
While both of these measures offer ways of assessing pMIEs, both fall short of being
considered adequate measures of the moral injury construct because exposure to such events is a
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necessary but not sufficient condition for MI. Scant research has been done to assess the
symptom components of MI in service members or veterans because there is not yet consensus
on how to measure MI; therefore, studies to-date have focused on classification of traumatic
events as potentially morally injurious. The outcome study by Stein and colleagues (2012),
described earlier, found that 34% of participants reported traumatic events that met their
definition of Moral Injury – Self or Moral Injury – Other. These studies suggest that the
incidence of traumatic events that are potentially morally injurious is high enough to warrant
ongoing research and clinical attention, though such attention should move beyond exposure and
toward understanding the impact of such exposure.
Some items on the MIES are suggestive of potential MI symptomatology (e.g., “I am
troubled by having witnessed others’ immoral acts” and “I trust myself to live up to my own
moral code”; Nash et al., 2013), however endorsement of these items does not necessarily
constitute the full constellation of MI signs and symptoms. Similarly, items on the MIQ-M
allow for endorsement of guilt (e.g., "I feel guilt over failing to save the life of someone in the
war" and "I feel guilt for surviving when others didn't"; Currier et al., 2013), yet it is not clear
whether the trouble or guilt experienced constitutes a profoundly uncomfortable dissonance
within the person in the aftermath of the experience. It is not often the transgressive act that
wrecks lives but rather the complications that ensue in the aftermath (Shay, 2009). Thus the
need for additional measures that assess for signs and symptoms of moral injury, specifically
evidence of disruption percolating beyond the scope of the initial event, is evident, and efforts
are underway (J. Currier, personal communication, September 20, 2015).
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Developing Moral Injury
Litz and colleagues (2009) posit that a pMIE that eventually leads to MI is “by definition
incongruent and discrepant with fundamental beliefs and assumptions” (p. 700), which ushers in
the unwelcome disequilibrium that accompanies the shattering of core assumptions. If not
readily and adequately resolved, this disequilibrium may constitute a crisis of existential
meaning: when one no longer possesses a sense of coherence and purpose in life (Yalom, 1980).
Sreenivasan and colleagues (2014) assert that crises of existential meaning in war occur through
disillusionment about human goodness or guilt/shame for one’s action or inaction. Therefore it
would seem that MI may well develop out of an unresolved crisis of meaning. Viktor Frankl
(1962) asserts that finding meaning is essential to enduring negative events. If, as Frankl
postulates, despair is suffering without meaning, then MI may be considered despair
(Sreenivasan et al., 2014).
While issues of meaning may indeed be important in the resolution of MI, what becomes
of the cognitive dissonance present from the outset? The challenge to meaning in MI derives
from a violation of something a person fundamentally needs to believe about the world in order
to survive and live meaningfully within it (Janoff-Bulman, 1992) – and blaming oneself for that
discrepancy because of action or inaction. Self-blame represents a person’s attempt to “make
right” the wrong that occurred, a situational meaning deriving from appraisal of that particular
event (Park, 2010). When the wrong was perpetrated by the individual, that person believes that
to stop punishing oneself for what happened is to resolve that one of two things is true: either
what happened did not matter or it was acceptable. The outcome in either event involves
retribution in the form of perpetual self-punishment. However, perpetual self-punishment
conflicts with another core assumption, that the self is worthy (Janoff-Bulman, 1992). In order
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to continue engaging in self-punishment, individuals may go to great lengths to maintain the
belief that they are fundamentally bad, which may manifest in self- and other-destructive
behaviors. The need to perform these self-punishing behaviors is predicated on the belief that as
soon as I stop punishing myself, I am no longer ‘making right’ the horrible wrong that has
occurred. It is as if it never happened, was not wrong, or was not as bad as I know it was. This
is perhaps the defining shift from cognitive dissonance to MI. Whether this constitutes a revised
meaning making framework, or the ongoing absence of an orienting framework that can
accommodate the event, is a matter for further investigation (see Currier, Holland, & Malott,
2015). Litz and colleagues (2009) suggest that the more time passes, the more people become
entrenched in wrong beliefs about themselves. Presumably, then, MI develops over time, with
opportunities for early identification by mental health professionals and appropriate intervention.
Recognizing Moral Injury
Given that MI develops within the private inner world of the individual, how can mental
health professionals recognize it? Which emotional, cognitive, and behavioral manifestations of
distress point to MI? How can MI be distinguished from overlapping psychiatric problems, such
as PTSD and depression? The conceptual model offers several symptoms and mechanisms as a
starting place (Litz et al., 2009), the most pertinent of which are discussed here.
PTSD. The diagnosis of PTSD has long been considered insufficient to reflect the
complex and enduring psychological phenomena that are associated with trauma in its various
forms. Janoff-Bulman (1992) insisted that profound disillusionment is a psychological reaction
that can outlast the fear and anxiety initially associated with the perception of threat. This
disillusionment (with self, others, and the world) is currently represented in the DSM-5 PTSD
diagnostic criterion D: negative alterations in cognitions and mood associated with the traumatic

9

event(s), though critics contend that this falls short of capturing disturbances of affect, self, and
interpersonal relationships, particularly in the aftermath of prolonged and repeated trauma
(Cloitre et al., 2012; Herman, 1992). PTSD and MI are certainly not mutually exclusive;
however, experts agree that MI warrants consideration as a separate and distinct construct
(Drescher et al., 2011; Nash & Litz, 2013). Nonetheless, it is reasonable to presume that many
individuals who fit the profile of having a moral injury also meet diagnostic criteria for PTSD.
For example, Shay (2014) suggests that physiological arousal, which is characteristic of PTSD,
may also be present with MI because the body interprets betrayal of what is right as a physical
attack, readying itself for danger and self-protection. The previously cited study by Stein and
colleagues (2012) found that traumatic events categorized as Moral Injury-Self (MI-S)
significantly predicted re-experiencing symptoms of PTSD, as well as aspects of guilt (hindsightbias/responsibility and wrongdoing). Additionally, they found that MI-S and Moral Injury-Other
(MI-O) were significantly correlated with posttraumatic feelings of humiliation, sadness (MI-S),
and numbness (MI-S). Bryan and colleagues (2016) examined associations between scores on
the MIES and various forms of psychological distress and found that Transgressions-Others
scores were associated most strongly with posttraumatic stress symptoms. Betrayal scores were
most strongly correlated with posttraumatic stress and anger. Until consensus is reached on the
defining distinctions between the two, it is important to assess the prevalence of PTSD
symptoms in relation to other signs and symptoms of MI.
Depression and suicidality. PTSD and depression are commonly comorbid and several
of the symptoms of depression are also implicated in conceptualizations of MI (Litz et al., 2009).
Shay (1994) attributes the presence of depressive symptoms to a “prolonged state of numbness –
the inability to feel love or happiness or to believe that anything matters,” which occurs with a
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sense of “already being dead” (p. 53). When trauma shatters people’s assumptions about
themselves and the world, loss and disintegration set in, mirroring depressive symptoms of
anhedonia, hopelessness, and helplessness (Janoff-Bulman, 1992). MI involves a sense of
demoralization (worthlessness, meaninglessness) and self-condemnation, which are key
components of MI (Litz et al., 2009). Self-condemnation is associated with depression (Maltby,
Macaskill, & Day, 2001), though the directionality of the relationship is unknown. Bryan and
colleagues (2016) examined associations between scores on the MIES and various forms of
psychological distress and found that Transgressions-Self scores were associated most strongly
with feelings of hopelessness, pessimism, and suicide ideation. Similar to PTSD, it is reasonable
to expect heightened endorsement of depressive symptoms in the context of MI.
Furthermore, endorsement of suicidality may be an indicator of self-punishment, as well
as a symptom of depression. Preliminary empirical research also suggests a relationship between
MI and suicidality. A study of active-duty service members that utilized the MIES to assess
categories of MI found that rates of transgressions committed by others or oneself (as opposed to
betrayal transgressions) were significantly higher among service members who had a history of
attempting suicide (as opposed to those who expressed only suicidal ideation or who denied any
suicidality) (Bryan, Bryan, Morrow, Etienne, & Ray-Sannerud, 2014). Research suggests that
this relationship is mediated by guilt and/or shame (Bryan, Morrow, Etienne, & Ray-Sannerud,
2013).
Alcohol misuse. Research has demonstrated a relationship between warzone violence
and subsequent alcohol misuse, with exposure to abusive violence in particular being related to
higher levels of alcohol misuse (Currier, Holland, Jones, & Sheu, 2014; Killgore et al., 2008;
Maguen, Vogt, et al., 2011; Wilk et al., 2010); however the direction of the relationship remains
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unclear (Frankfurt & Frazier, 2016). Alcohol misuse is one form of self-harming behavior,
which may be a coping mechanism for the distress of the morally injurious/traumatic event
and/or a consequence in the aftermath. While the presence of alcohol misuse may be interpreted
as providing evidence consistent with a MI profile, its absence should not be interpreted as
evidence against an MI profile.
Trauma-related guilt. A major distinction between PTSD and MI is that MI may
include, but is not limited to, the hallmark emotions of PTSD, namely anxiety and fear
(Farnsworth et al., 2014). So-called “moral emotions,” specifically guilt and shame, have been
identified as core emotional elements of MI (Litz et al., 2009). Guilt and shame are often
lumped together, with the assumption that they impact a person similarly. However, the
distinction between these two emotions may be especially important as it pertains to MI.
Whether a person experiences guilt or shame in the aftermath of a traumatic experience depends
on the type of attribution made about responsibility. If blame is attributed to a specific behavior
(e.g., “I did a bad thing”), a person is more likely to experience guilt, which can lead to prosocial
behaviors, such as apologizing, engaging in reparative actions, and seeking forgiveness from
others. This enables the person to be forgiven and reintegrated back into relevant communities
(La Bash & Papa, 2014).
Despite these potentially adaptive responses, guilt has also been associated with poorer
mental health outcomes (Browne, Trim, Myers, & Norman, 2015). Trauma-related guilt is a risk
factor for PTSD, depression, and substance use disorders (Kubany et al., 1996). Additionally, it
has been shown to partially mediate the relationship between combat exposure and PTSD or
depression, which may contribute to suicidal ideation (Kubany et al., 1996). Specifically, guiltrelated distress (i.e., emotional and physical responses to the trauma memory) has been found to

12

be the strongest correlate of PTSD and depressive symptoms, and the relationship between
distress and posttraumatic psychopathology is intensified by guilt cognitions (Browne et al.,
2015). Finally, higher levels of trauma-related guilt have been observed after traumatic
experiences that involve someone close to the individual as either the victim or perpetrator
(which captures both survivor guilt and the betrayal aspects of MI), caused irreparable harm
(e.g., death), or were of an interpersonal nature (Kubany et al., 1996). Clearly an increasingly
nuanced understanding of the adaptive and maladaptive effects of guilt is needed. People with
MI are hypothesized to have higher levels of trauma-related guilt overall, and specifically higher
levels of distress and guilt cognitions.
Shame/unforgiveness. Shame is rooted in a belief that one’s socially unacceptable
behavior is indicative of an enduring trait of unacceptability, such that one is so fundamentally
flawed that he or she is not worthy of love and belonging (Brown, 2012; La Bash & Papa, 2014).
When this belief is global and enduring, the person may regard him- or herself as “immoral,
irredeemable, and un-reparable” (Litz et al., 2009, p. 698), as well as unworthy of forgiveness.
This belief presumably leads directly to behaviors that are thought to be hallmarks of MI.
Litz et al. (2009) identify self-forgiveness as an essential step toward healing from MI.
Self-forgiveness has been defined as “a set of motivational changes whereby one becomes
decreasingly motivated to avoid stimuli associated with the offense, decreasingly motivated to
retaliate against the self, and increasingly motivated to act benevolently toward the self” (Hall &
Fincham, 2005, p. 622). It is easy to imagine how self-forgiveness could lessen the intensity of
psychological symptoms of MI (e.g., decreased avoidance would reduce PTSD symptomatology
and decreased self-retaliation would lessen depressive, suicidal, and substance abuse symptoms).
Furthermore, motivation to act kindly toward oneself may manifest in prosocial ways that
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function to reduce feelings of guilt and isolation, paving the way for the corrective experience
that is essential to the remediation of MI. Bryan, Theriault, and Bryan (2015) found that selfforgiveness may serve as a protective factor against suicidality, whereas difficulty with
forgiveness is associated with increased risk of suicide attempts among service members who
have contemplated suicide.
The Present Study
The clinical picture of MI is complex and overlaps with other mental health concerns and
impaired quality of life. So what sets MI apart? Conventional studies have demonstrated
relationships among the variables associated with MI. Considering the multi-faceted nature of
MI, it is useful to explore whether there are groups of individuals who share similar patterns of
symptoms in a manner consistent with a proposed conceptualization of MI using a personcentered approach. This study uses such a method to understand symptom constellations among
Veterans seeking treatment for trauma recovery, relying primarily on measures commonly
employed in VA settings. The goal was to increase knowledge of symptom trends to aid
clinicians in recognizing MI and approaching treatment accordingly. Profile indicators were
selected based on two factors: (1) appropriateness as proxies for elements of the MI model, and
(2) consistency with measures commonly administered in VA settings with established clinical
utility. Given these considerations, the following indicators were selected: PTSD
symptomatology, depressive symptomatology, suicidality, alcohol use, trauma‐related guilt,
quality of life (psychological and social domains), and dispositional (trait) forgiveness.
Based on the research reviewed above, it was hypothesized that at least three groups
would emerge, characterized by the following constellations of symptoms:
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1) Primary PTSD: Relatively higher levels of PTSD symptomatology, specifically
intrusion and arousal symptoms; higher levels of alcohol use; moderate levels of
trauma-related guilt; and relatively higher levels of forgiveness of self, others, and
situations.
2) Primary Depression: Relatively higher levels of depressive symptomatology,
including suicidality; higher levels of trauma-related guilt and negative alterations in
cognitions and mood; and moderate levels of forgiveness.
3) Moral Injury: Elevated scores on the PTSD avoidance symptoms as well as
negative alterations in cognitions and mood; higher rates of depressive
symptomatology, including suicidality; lower quality of life; and lower levels of
forgiveness of self, others, and situations.
If distinct profiles emerge as hypothesized, then additional variables will be evaluated as
predictors of class membership. For example, combat exposure and endorsement of pMIEs were
expected to be associated with higher levels of PTSD and MI. However, as noted earlier, there is
potential danger in prescribing what can or should constitute a pMIE. Therefore, if exposure to
morally injurious experiences is not found to predict membership in the Moral Injury class, then
this may be considered as evidence for a broader range of morally injurious events or reflective
of a lesser or minimal impact of the specified experiences.
Method
Participants and Procedures
Following approval by the Institutional Review Boards of the Memphis Veterans’ Affairs
Medical Center (VAMC) and the University of Memphis, data were collected from a
retrospective chart review of 212 Veterans (Mage = 45.18 years, SD = 14.35) who sought trauma-
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focused treatment at the Memphis VAMC PTSD Clinic. The sample was mostly male (85.8%).
The majority (57.8%) self-identified as African American, 35.5% as Caucasian, and 6.7% as
Asian/Pacific Islander, Hispanic, or Biracial. Most participants served in the Army (73.7%),
followed by the Marines (12.9%), Navy (10.0%), and Air Force (3.3%). Nearly half of the
participants (48.8%) reported one deployment to a combat zone, with 33.3% reporting between 2
and 7 deployments to combat zones, and 17.9% reporting no deployments to a combat zone. The
largest proportion of participants served in post-9/11 conflicts (OEF/OIF/OND; 58.1%),
followed by Vietnam (19.5%), Persian Gulf (16.2%), and Post-Vietnam (5.7%). Veterans who
served in more than one era were classified according to their most recent service. Nearly a
quarter (22.4%) of the sample reported exposure to childhood trauma. Data were collected from
January to June 2016. Veterans completed a battery of assessments to facilitate the screening
and evaluation process.
Measures
Demographics. Select demographic variables were obtained, including sex, age,
ethnicity, branch of service, era of service, number of combat deployments, and history of
childhood trauma as reported by the Veteran.
Post-traumatic stress disorder. The PTSD Checklist for DSM-5 (PCL-5; Weathers et
al., 2013) is a 20-item self-report measure of past-month PTSD symptoms. Items correspond
with the DSM-5 symptom clusters (i.e., Cluster B [re-experiencing], items 1-5; Cluster C
[avoidance], items 6-7; Cluster D [negative alterations in cognition/mood], items 8-14; Cluster E
[hypervigilance], items 15-20). Sample items include, “In the past month, how much were you
bothered by: ‘repeated disturbing dreams of the stressful experience’ and ‘feeling jumpy or
easily startled.’” Items are rated on a scale from (0) Not at all to (4) Extremely (range 0-80),
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with scores of 33 or above indicating likely PTSD diagnosis. Bovin and colleagues (2016) found
good internal consistency (α = .96), test-retest reliability (r = .84), and convergent and
discriminant validity with a wide variety of measures using two Veteran samples.
Depression. The Patient Health Questionnaire-9 (PHQ-9; Kroenke, Spitzer, & Williams,
2001) is a 9-item self-report measure of depressive symptomatology per the DSM-IV (i.e., “Over
the past 2 weeks, how often have you been bothered by: ‘little interest or pleasure in doing
things’ and ‘Poor appetite or overeating’”). Items are rated on a scale from (0) Not at all to (3)
Nearly every day (range 0-27). Scores of 5, 10, 15, and 20 represent mild, moderate, moderately
severe and severe depression, respectively. Item 9 screens for the presence and duration of
suicidal ideation and was considered independently as a separate profile indicator in the current
study. Therefore, the first eight items of the PHQ-9 were summed to provide a measure of
depressive symptomatology (range 0-24). Kroenke and colleagues (2001) found that PHQ
scores of at least 10 had a sensitivity of 88% and a specificity of 88% for detecting major
depression. Internal consistency for items 1-8 in the current sample was .87.
Quality of life. The World Health Organization Quality of Life – Brief version (The
WHOQOL Group, 1998) is a 26-item self-report measure assessing the broad domains of
Physical, Psychological, Social, and Environmental quality of life in the past two weeks. Items
are rated on a 5-point scale, ranging from (1) Very poor/very dissatisfied/not at all/never to (5)
Very good/very satisfied/an extreme amount/extremely/completely/very well/always. Sample
questions include, “How much do you enjoy life?” and “How satisfied are you with the support
you get from your friends?” The measure has been found to be valid and reliable among
veterans with PTSD (Guay, Fortin, Fikretoglu, Poundja, & Brunet, 2015). The current study
utilized only the Psychological and Social domains. Guay and colleagues (2015) found good to
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acceptable internal consistency for those domains (α = .86 and .67, respectively) and strong testretest reliability (α > .80) for all domains.
Trauma-related guilt. The Trauma-Related Guilt Inventory (TRGI; Kubany et al.,
1996) is a 32-item self-report measure of a multidimensional construct that examines guilt
responses to traumatic events. The TRGI consists of three primary scales: Global Guilt (4
items), Distress (6 items), and Guilt Cognitions (22 items). Each item is rated on a 5-unit scale
(0-4) ranging from Extremely true or Always true to Never true or Not at all true. Sample items
include, “I could have prevented what happened” and “I experience severe emotional distress
when I think about what happened.” Kubany and colleagues (1996) found good internal
consistency (α = .90, .86, and .86, respectively). Test-retest reliability was also adequate (α =
.86, .84, and .73, respectively). Convergent validity was examined with a sample of Veterans,
and scores on the TRGI were significantly correlated with measures of PTSD, depression, selfesteem, shame, and avoidance.
Forgiveness. The Heartland Forgiveness Scale (HFS; Thompson et al., 2005) is an 18item self-report measure of dispositional (trait) forgiveness pertaining to Self, Other, and
Situation, each comprising its own subscale of six items. Each item is rated on a 7-unit scale (17), with subscale ranging from 7-42 and a total score ranging from 18-126. Sample items
include, “It is really hard for me to accept myself once I’ve messed up” and “I eventually make
peace with bad situations in my life.” Thompson and colleagues (2005) found acceptable
internal consistency for the Self (α = .75, .76, and .72), Other (α = .78, .79, and .81), and
Situation subscales (α = .79, .77, and .82), as well as the HFS Total score (α = .86, .87, and .87).
Test-retest reliability was adequate for the subscales and total score (α = .72, .73, .77, and .83,
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respectively). Convergent and discriminant validity were established with measures of
dispositional and non-dispositional forgiveness.
Alcohol use. The Alcohol Use Disorders Identification Test (AUDIT-C; Bush, Kivlahan,
McDonell, Fihn, & Bradley, 1998) is a 3-item self-report measure of past-year alcohol
consumption designed to screen for hazardous alcohol use. Items are rated on a scale from 0 to 4
(range 0-12), with a score of 4 or more considered a positive screen for men, and a score of 3 or
more considered a positive screen for women. Using a sample of male Veterans, Bush and
colleagues (1998) found that the AUDIT-C performed comparably to the full-length version of
the AUDIT on the task of assessing heavy drinking and/or active alcohol abuse or dependence.
Sensitivity was 86% and specificity was 72% for detecting heavy drinking and/or active alcohol
abuse/dependence.
Exposure to morally injurious events. The Moral Injury Questionnaire-Military version
(MIQ-M; Currier et al., 2013) is a 19-item self-report measure of exposure to potentially morally
injurious events in the context of warzone deployment, though it can also be used to assess
exposure within military service more broadly. This measures was selected over the MIES
(Nash et al., 2013) because it assesses a broader scope of pMIEs. While there are no subscales
designated in the MIQ, the items included reflect six domains of possible moral injury, including
acts of betrayal (3 items), acts of disproportionate violence toward others (5 items), incidents
involving death or harm to civilians (4 items), violence within the military (2 items), inability to
prevent suffering or death (2 items), and ethical/moral dilemmas (4 items). Each item is
endorsed according to frequency on a 4-point scale, ranging from (1) Never to (4) Often (with
total scores ranging from 19-76). Sample items include, “I had to make decisions in the war at
times when I didn’t know the right thing to do” and “I made mistakes in the war zone that led to
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injury or death.” Currier and colleagues (2013) found significantly higher rates of endorsement
across all items in a clinical sample of Veterans compared to a community sample. Convergent
validity was established with measures of exposure to combat-related activities, impairments in
functioning, PTSD symptoms, and depression, with higher scores on the MIQ correlated with
higher scores on those measures, even when controlling for demographic and deployment
variables and exposure to traumas that were potentially life-threatening.
Data Analyses
Univariate descriptive statistics were reviewed to examine appropriateness of item
values, means, and standard deviations, as well as skewness and kurtosis. All values were within
acceptable ranges. MLR was used to account for non-normality of data. Two phases of
statistical analysis were conducted using Mplus 7.4 and Full Information Maximum Likelihood
estimation with robust standard errors and scaled Loglikelihood statistics, which takes into
account missing data and non-normal distributions (Muthén & Muthén, 1998-2012). The first
phase assessed whether there were distinct groups of Veterans based on symptom endorsement,
using an exploratory approach to Latent Profile Analysis ﴾i.e., the number of latent profiles will
be empirically determined based on the best fitting model, rather than being predetermined﴿ (see
Berlin, Williams, & Parra, 2014 for a concise explanation of the method). Variances were
allowed to vary across classes. Given the established comorbidity of these symptoms, indicators
were allowed to correlate with each other.
Several model fit statistics were used to determine the most appropriate class solution.
These included the Lo‐Mendell‐Rubin ﴾LMR﴿ test (Sclove, 1987) and the Bootstrap Likelihood
Ratio Test ﴾BLRT﴿, which measure how much the model improved with the addition of more
profiles based on changes in p‐values. The Bayesian Information Criterion ﴾BIC﴿ and the Akaike
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Information Criterion ﴾AIC﴿, which measure goodness‐of‐fit according to number of observations
and parameters, respectively, were also pursued. When using these statistics, lower values
indicate better fit (Schwarz, 1978). Changes in BIC values of negative 0-2, 2-6, 6-10, and >10
are considered weak, positive, strong, and very strong, respectively (Raftery, 1995). The entropy
value is a statistic that measures the probabilistic accuracy of classification into a latent class,
with values closer to 1.0 indicating high entropy, which is desirable (values > .80 are considered
acceptable). While informative, this statistic is deferential to the BIC and BLRT in determining
optimal model fit (Jung & Wickrama, 2008). Additionally, univariate entropy conveys how
much each indicator variable contributes to identification of classes, such that higher univariate
entropy indicates a more substantial contribution. Finally, consideration was given to the size of
each class, as classes with fewer than 10% of the overall sample are considered inappropriate
(Lubke & Neale, 2006). After the best fitting model was selected based on these criteria, logistic
regression was used to measure the predictive value of numerous demographic variables, as well
as exposure to pMIEs, in determining class membership. This was accomplished by using the
R3STEP procedure (Vermunt, 2010). Finally, Wald’s test (Asparouhov & Muthén, 2014) was
used to examine significant differences in indicators across profiles.
Results
Latent profile models specifying between one and four latent profiles were fit to the data.
The information criteria, entropy, and likelihood ratio tests used to determine the best-fitting
model are presented in Table 1. The BIC suggested that the 3-class model was favored, however
the LMR test did not indicate that the inclusion of one more class was a significant improvement
over the 2-class model (Raftery, 1995). Additionally, although the BLRT is preferred over the
LMR, the best log-likelihood was not replicated during the BLRT procedure for the 2-4 class
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models, and thus the p-values were not trustworthy (Nylund, Asparouhov, & Muthén, 2007).
Based on theoretical considerations, parsimony, and the meaning of each solution (Bauer &
Curran, 2003), the 3-class model was deemed most appropriate and thus was chosen.
The 3-profile model is depicted using z-scores in Figure 1. The profiles were named
based on their levels of symptomatology and consistency with a proposed conceptualization of
MI. It is important to note that the mean PTSD and depressive scores across all classes were
indicative of a likely PTSD diagnosis and at least moderate levels of depressive symptomatology
(Kroenke et al., 2001; Weathers et al., 2013). Thus, while these profiles are distinguished from
one another based on their relative levels of symptomatology, the associated profile names
reflect the mean raw scores. This is in order to avoid the risk of groups within this treatmentseeking sample being interpreted or dismissed as lacking clinically significant symptoms.
Significant differences in indicators across profiles were examined using Wald’s Test (see Table
2 for differences and online supplement for details; Asparouhov & Muthén, 2014), and the
magnitude of difference is reported with effect size d. Univariate entropy values for the 3-profile
model ranged from 0.05 to 0.36.
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Table 1
Goodness-of-Fit Statistics for Latent Profile Analyses

Number
LogAIC
BIC
Entropy
LMR
LMR
n of smallest
of Classes
Likelihood
p-value
class
1
-8794.574
17645.148
17739.132
----2
-8438.048
16990.096
17181.421
0.887
708.491
0.0001
95
3
-8314.113
16800.227
17088.893
0.881
246.284
0.5474
47
4
-8243.131
16716.263
17102.270
0.916
141.056
0.2442
23
Note. AIC = Akaike Information Criterion; BIC = Bayesian Information Criterion; LMR = Lo-Mendell-Rubin Test.
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3.5%
3%
2.5%

z-scores

2%
1.5%
1%
0.5%
0%
!0.5%
!1%
!1.5%

Moderate Sx

High Sx

Figure 1. Three-profile model using standardized z-scores.
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Moral Injury

Table 2
Significant Differences in Indicators Across Profiles
Profiles
MI (ref) vs. High Sx
Re-experiencing
Avoidance
Neg. Cog/Mood
Hypervigilance
Depression
Global Guilt
Guilt Distress
Guilt Cognitions
Alcohol Use
QOL - Psych
QOL - Social
Forgive – Self
Forgive - Other
Forgive - Situation
MI (ref) vs. Moderate Sx
Re-experiencing
Avoidance
Neg. Cog/Mood
Hypervigilance
Depression
Global Guilt
Guilt Distress
Guilt Cognitions
Alcohol Use
QOL - Psych
QOL - Social
Forgive - Self
Forgive - Other
Forgive - Situation
High Sx (ref) vs. Moderate Sx
Re-experiencing
Avoidance
Neg. Cog/Mood
Hypervigilance
Depression
Global Guilt

Estimate

S.E.

Est./S.E.

p-value

Effect
Size (d)

0.60
0.39
0.77
0.62
0.75
1.07
0.87
0.93
0.13
-0.73
-0.70
-0.83
-0.61
-0.89

0.17
0.42
0.31
0.30
0.18
0.26
0.19
0.19
0.36
0.19
0.42
0.31
0.34
0.45

3.49
0.93
2.46
2.09
4.10
4.17
4.60
4.81
0.35
-3.88
-1.67
-2.66
-1.78
-1.96

<0.01*
0.35
0.01*
0.04*
<0.01*
<0.01*
<0.01*
<0.01*
0.73
<0.01*
0.10
<0.01*
0.08
0.05*

0.42
0.25
0.40
0.35
0.46
0.56
0.42
0.61
0.08
-0.57
-0.40
-0.57
-0.39
-0.47

1.69
1.49
1.89
1.78
1.88
1.64
1.80
1.42
0.06
-1.46
-1.27
-1.53
-1.26
-1.58

0.20
0.28
0.25
0.26
0.18
0.22
0.19
0.21
0.33
0.21
0.35
0.27
0.34
0.38

8.60
5.28
7.57
7.00
10.40
7.33
9.37
6.74
0.19
-6.88
-3.67
-5.78
-3.76
-4.19

<0.01*
<0.01*
<0.01*
<0.01*
<0.01*
<0.01*
<0.01*
<0.01*
0.85
<0.01*
<0.01*
<0.01*
<0.01*
<0.01*

1.35
0.71
1.53
1.38
1.64
1.36
1.82
1.31
0.04
-1.03
-0.69
-0.84
-0.73
-0.74

1.09
1.10
1.11
1.17
1.13
0.57

0.18
0.30
0.18
0.17
0.17
0.27

6.09
3.64
6.27
6.93
6.57
2.14

<0.01*
<0.01*
<0.01*
<0.01*
<0.01*
0.03*

0.72
0.74
0.57
0.65
0.65
0.31

25

Table 2 (Continued)
Profiles

Estimate

S.E.

Est./S.E.

p-value

Effect
Size (d)
Guilt Distress
0.30
<0.01*
0.93
3.08
0.45
Guilt Cognitions
0.19
0.01*
0.49
2.54
0.35
Alcohol Use
0.20
0.74
-0.07
-0.33
-0.05
QOL - Psych
0.20
<0.01*
-0.73
-3.69
-0.55
QOL - Social
0.19
<0.01*
-0.57
-2.99
-0.48
Forgive - Self
0.23
<0.01*
-0.70
-3.05
-0.52
Forgive - Other
0.20
<0.01*
-0.65
-3.28
-0.51
Forgive - Situation
0.21
<0.01*
-0.70
-3.39
-0.54
Note. Significant differences were tested using Wald’s Test. Ref = reference group;
MI = Moral Injury; High Sx = High Symptoms; Moderate Sx = Moderate Symptoms.
Differences are significant at p-value ≤0.05.
The largest class was named High Symptoms (High Sx; n = 102; 48.1% of sample). This
class was characterized by relatively moderate levels of PTSD and depressive symptoms,
trauma-related guilt, quality of life in the domains of psychological and social functioning, and
dispositional forgiveness across domains (Self, Other, Situation). The second largest class was
named Moderate Symptoms (Moderate Sx; n = 63; 29.7% of sample). This class was
characterized by relatively lower levels of PTSD and depressive symptoms compared to the
other profiles, lower levels of trauma-related guilt, higher quality of life, and higher levels of
dispositional forgiveness across domains. The third class was named Moral Injury (n = 47;
22.2% of sample). This class was characterized by relatively high levels of PTSD symptoms,
very high depressive symptoms and trauma-related guilt, relatively low quality of life, and
relatively low dispositional forgiveness across domains. Unique to this profile are the substantial
spikes in trauma-related guilt (Global Guilt and Guilt Distress) and depressive symptoms.
In analysis step 2, exposure to pMIEs increased the (log) odds of being in the Moral
Injury class relative to the High Sx or Moderate Sx classes (see Table 3). Additionally, exposure
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to childhood trauma (i.e., physical, sexual, emotional abuse) increased the (log) odds of being in
the Moral Injury class relative to the High Sx or Moderate Sx classes. Finally, identifying as
African American increased the (log) odds of being in the Moral Injury class relative to the
Moderate Sx but not the High Sx class. Number of deployments, service era, and branch of
service did not predict membership in any of the classes.
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Table 3
Logistic Regression Estimates of Predictor Variables on Class Membership
Estimate

S.E.

Est./S.E.

p-value

MI (ref. class High Sx) ON
Exposure to pMIEs
0.12
0.04
3.47
<0.00*
Exposure to Childhood Trauma
0.05
0.02
2.62
<0.00*
Deployments to Combat Zone
-0.07
0.26
-0.26
0.80
Race: African American
-0.61
1.30
-0.47
0.64
Race: Caucasian
-1.89
1.21
-1.56
0.12
Era: OEF/OIF/OND
0.20
1.14
0.18
0.86
Era: Persian Gulf
0.89
1.14
0.79
0.43
Era: Vietnam
-0.06
1.11
-0.06
0.95
Branch: Army
-0.18
0.46
-0.39
0.70
Branch: Marines
0.21
0.46
0.47
0.64
MI (ref. class Moderate Sx) ON
Exposure to pMIEs
0.18
0.04
4.40
<0.00*
Exposure to Childhood Trauma
0.07
0.03
2.00
0.05*
Deployments to Combat Zone
0.06
0.28
0.20
0.84
Race: African American
1.64
0.67
2.46
0.01*
Race: Caucasian
-0.74
0.71
-1.04
0.30
Era: OEF/OIF/OND
0.64
1.13
0.57
0.57
Era: Persian Gulf
0.30
1.17
0.25
0.80
Era: Vietnam
0.10
1.13
0.09
0.93
Branch: Army
-0.87
0.71
-1.22
0.22
Branch: Marines
-0.01
0.72
-0.01
0.99
High Sx (ref. class Moderate Sx) ON
Exposure to pMIEs
0.05
0.02
2.32
0.02*
Exposure to Childhood Trauma
0.01
0.04
0.39
0.70
Deployments to Combat Zone
0.12
0.21
0.58
0.56
Race: African American
2.25
1.26
1.78
0.08
Race: Caucasian
1.14
1.22
0.94
0.35
Era: OEF/OIF/OND
0.44
0.32
1.39
0.16
Era: Persian Gulf
-0.60
0.47
-1.27
0.20
Era: Vietnam
0.17
0.39
0.43
0.67
Branch: Army
-0.69
0.54
-1.27
0.21
Branch: Marines
-0.22
0.73
-0.30
-0.76
Note. MI = Moral Injury profile; High Sx = High Symptoms profile; Moderate Sx = Moderate
Symptoms profile. Differences are significant at p-value ≤0.05.
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Discussion
Litz and colleagues’ (2009) conceptual model of MI presents a causal framework that
unfolds across time, beginning with a transgressive act. Most studies related to MI to-date have
focused on classification of traumatic events as potentially morally injurious, as well as
identifying correlates and predictors of exposure to pMIEs. Little to no research has assessed the
incidence of the proposed MI symptom constellation in Veterans because there is not yet
consensus on how to measure the construct. In the absence of a measure of MI, the main goal of
the present study was to examine whether some Veterans exhibit a profile of symptoms
consistent with a proposed conceptualization of MI. Such a profile ideally would be distinct
from symptom profiles of commonly comorbid psychiatric diagnoses, namely PTSD and MDD.
Profiles
Latent profile analysis identified three distinct patterns of symptom presentation.
Importantly, all classes exhibited clinically significant levels of PTSD and depressive symptoms
that were likely to warrant diagnoses. Yet despite all groups being symptomatic, clear
differences emerged in a manner consistent with a proposed conceptualization of MI.
Consistent with the hypothesized symptom profile, the Moral Injury class had elevated
scores on PTSD and depressive symptoms, as well as trauma-related guilt. These symptoms
were significantly higher than the other classes, with the exception of PTSD avoidance
symptoms relative to the High Sx class. Additionally, this group had significantly lower quality
of life in the psychological and social domains relative to the Moderate Sx class, though the
findings were mixed relative to the High Sx class. Finally, this class had significantly lower
levels of dispositional forgiveness across domains (Self, Other, Situation), except for forgiveness
of Other relative to the High Sx class. Failure to forgive is believed to play a role in the
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development and maintenance of MI (Litz et al., 2009), and these findings provide preliminary
support for this notion as evidenced by effect sizes in the moderate to strong range. Furthermore,
individuals who are low on dispositional forgiveness generally have less cognitive flexibility and
positive affect and more rumination (Thompson et al., 2005), which may have implications for
trauma-focused treatments that focus on changing maladaptive cognitions. Overall, the Moral
Injury profile appears to support the constellation of symptoms put forth in the MI conceptual
model.
Importantly, the MI conceptual model (Litz et al., 2009) includes the necessary but not
sufficient condition of a transgressive act followed by dissonance or conflict. The significant
spike in trauma-related guilt distress within the Moral Injury profile may be interpreted as
evidence of dissonance or conflict. Given that guilt is comprised of affective and cognitive
components (Kubany et al., 1996), it would appear that among those in the Moral Injury class,
affective distress featured more prominently than guilt cognitions. Item-level analysis would be
useful to examine whether particular cognitions are problematic for the Moral Injury class
relative to the other classes. The absence of certain types of cognitions, such as a sense of
responsibility for the event or a perceived lack of justification for actions taken, is more likely to
result in negative affect rather than guilt specifically (Kubany et al., 1996) and may have
additional treatment implications.
The other hypothesized classes were not supported. There was not a clear distinction
between Veterans with primary PTSD and primary depression. The Moderate Sx and High Sx
classes exhibited a similar pattern of comorbidity but with differing severity of symptoms.
Those with more severe symptoms reported lower quality of life relative to those with moderate
symptoms. These classes were consistent with previous research using Latent Profile Analysis
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with Veterans, which identified high, moderate, and low levels of symptomatology with
comorbid PTSD and MDD (Armour et al., 2015). In that study, the most symptomatic group had
the worst health-related functioning, which is consistent with the findings of the present study
related to quality of life. Additionally, the High Sx class had significantly lower levels of
dispositional forgiveness than the Moderate Sx, with effect sizes in the moderate range. It is
possible that dispositional forgiveness functions as a protective factor against the development of
MI, thus distinguishing the Moral Injury class from the High Sx class based on that indicator.
However, further research is needed to examine this relationship.
Predictors
Several predictors of class membership were assessed, most importantly exposure to
pMIEs. Exposure to pMIEs predicted membership in the Moral Injury class relative to the
Moderate Sx and High Sx classes. This suggests that the traumatic events experienced by the
Moral Injury group are consistent with the domains of MI (e.g., acts of betrayal and inability to
prevent suffering or death; Currier et al., 2013) as measured by the MIQ-M. Furthermore, it
appears to be useful to distinguish types of traumatic events that are more likely to lead to MI
(Bryan et al., 2014; Wisco et al., 2017), given that they were demonstrated to differentially
predict class membership. Exposure to childhood trauma also predicted membership in the
Moral Injury class relative to the other classes. Given that childhood trauma is an established
risk factor for PTSD incidence and intensity (Clancy et al., 2006) and for internalizing
psychopathology more broadly (Jaffee, 2016), future research should explore this link in more
depth. It is unclear why identifying as African American may have predicted membership in the
Moral Injury class relative to the Moderate Sx class. Ethnic minority status has been found to be
a risk factor for PTSD (Xue et al., 2015), and thus it is possible that the same risk may be
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conferred for MI. However, this does not explain why identifying as African American did not
predict membership in the High Sx class relative to the Moderate Sx class. It is also possible that
another variable is confounding the results. Future research should delineate these possibilities
more clearly. Other predictors of PTSD severity, such as number of combat deployments, were
not found to be predictors of membership in any class.
Missing Indicators
Interestingly, alcohol use varied little in the sample and did not meaningful distinguish
any of the profiles. This suggests possible underreporting, given that substance misuse has a
demonstrated relationship with other aspects of MI and is thought to be an illustrative example of
self-harming behavior. However, the absence of alcohol misuse should not be interpreted as
evidence against an MI profile because some Veterans may avoid alcohol use due to other
concerns, such as fear of losing control (Frankfurt & Frazier, 2016). Similarly, suicidal ideation
was intended to be a separate indicator of profile membership due to its theoretically and
empirically supported relationship to depression, posttraumatic stress, and guilt (Bryan, Roberge,
et al., 2015). However, this indicator had a low mean for the sample as a whole (M = 0.56) and
minimal variance (0.78). This lack of variation made it difficult to establish levels within the
variable to contribute to profile distinction, and thus it was not included. Given that this was a
sample of treatment-seeking Veterans, it is possible that there was intentional underreporting of
these symptoms due to the potential consequences of such disclosure. However, this is purely
conjecture.
Implications
Several clinical and research implications emerged from this study. Given that the
sample was seeking treatment for trauma recovery services, it is important to note the high
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comorbidity between PTSD and depressive symptomatology and thus the importance of careful
assessment to determine treatment priorities. The Moderate Sx and High Sx classes could
presumably undergo standard trauma-focused treatments for PTSD, with attention to comorbid
depressive symptoms as indicated. By contrast, the Moral Injury class clearly struggled
disproportionately with trauma-related guilt, and thus this should be a targeted clinical priority.
This could take place within the context of an evidence-based treatment (i.e., CPT or PE) or as
an adjunctive therapy. As reported previously, guilt has been identified as a mediator between
depression and posttraumatic stress and mental health sequelae, such as suicidal ideation (Bryan,
Roberge, et al., 2015), and thus warrants direct intervention. Research by Fontana and
Rosenheck (2004) found that Veterans seeking mental health care did so more out of guilt and
compromises to their religious faith (i.e., issues of meaning and morality) than due to PTSD
symptom severity or social functioning impairment.
While trauma-focused treatments generally address moral emotions to some degree, the
predominant focus on fear-based symptoms is clearly insufficient for some Veterans with MI
(Finlay, 2015). Treatment development that specifically targets aspects of MI in the context of
killing in combat is underway (Maguen et al., 2017). However, the intervention is designed to be
an adjunct to trauma-focused treatment and focuses specifically on killing, which would render
ineligible Veterans with MI resulting from other types of transgressions. Alternatively, Keenan
and colleagues (2014) described a three-phase group therapy targeting grief, guilt, and shame,
while also addressing the elements deemed to be necessary for treating PTSD. Outcome data
beyond the anecdotal was not presented, but future clinical research could be devoted to
methodically assessing outcomes, defining and evaluating the mechanisms of change, and
determining how to package the treatment for dissemination. Finally, Nieuwsma and colleagues

33

(2015) suggest that Acceptance and Commitment Therapy for MI can foster forgiveness in a way
that is responsible (i.e., not dismissive of guilt) but that furthers the individual’s goal of living a
life aligned with one’s values. Clearly options exist for targeting moral emotions in the
treatment of MI, and such options should be tested against other evidence-based treatments for
efficacy and efficiency.
Targeting moral emotions as part of trauma-focused treatment is clearly important, yet
Veterans may be wary to disclose their worst pMIE due to the associated guilt and shame. This
is more likely to be the case at the start of treatment, when a supportive relationship with a
clinician has not yet developed. By definition, shame can cause a person to view him or herself
as irredeemable, and thus the prospect of seeking help for distress seems untenable. Identifying
symptom constellations at the start of treatment, which is standard practice and can easily
incorporate assessment of guilt and forgiveness with minimal additional assessment burden,
would permit clinicians to target MI symptoms in therapy without requiring initial disclosure of a
Veteran’s (potentially) deepest shame.
Limitations
The current study has several limitations. First, MI is believed to develop over time, and
thus the cross-sectional design does not permit drawing conclusions about the stability of the
profiles. Second, the current study did not assess how profile membership is associated with
outcomes, such as treatment completion and effectiveness, which would substantially increase
the clinical value of the profiles. Third, prior research has demonstrated important relationships
between some of the profile indicators utilized (e.g., guilt, posttraumatic stress, and suicidal
ideation; Bryan, Roberge, et al., 2015), and those relationships were not tested in the current
study. Therefore future research should utilize more complex models, including assessing
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mediators and moderators and examining potential mechanisms of MI development, such as
attributions, meaning making, and spirituality (Frankfurt & Frazier, 2016). Additional studies
could also target aspects of the MI model that the current study does not assess, such as
withdrawal, which is believed to exacerbate shame and disconnection from others (Litz et al.,
2009). Finally, the relative absence of reports of substance misuse and suicidality in this sample
prevents examination of two elements that are central to the conceptualization of MI. Efforts
should be made to validate these profiles with additional samples, with the express aim of
capturing self-handicapping and self-harming behaviors.
Conclusion
The purpose of the current study was to explore whether groups of Veterans could be
identified who shared similar patterns of trauma-related symptoms in a manner consistent with a
proposed conceptualization of MI. A person-centered approach, utilizing standard clinic
measures along with a small number of additional questionnaires, identified three distinct groups
of Veterans whose trauma recovery may benefit from specifically targeting moral emotions,
consistent with the emerging construct of moral injury. Thus, this study extends the literature by
providing person-centered evidence for an MI conceptualization (Litz et al., 2009). Findings
from this study suggest clinicians should supplement standard intake assessments by screening
for trauma-related guilt and forgiveness to inform trauma treatment decisions.
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